
Last Name: _________________________ 

First Name: _________________________ 

Activity: ____________________________ 

Date (s) of Activity: ___________________ 

 

Contact Information: 

____________________________________   ______________________   ____________________   _______________________  

Name of Participant    Date of Birth   Grade   Phone # 

 

____________________________________   ______________________   ____________________   _______________________  

Address      City   State   Zip 

 

____________________________________   ______________________   ____________________   _______________________  

Parent/Guardian Name    Phone #   Alt. Phone #  Email 

 

____________________________________   ______________________   ____________________   _______________________ 

Parent Address (if different from Participant)  City   State   Zip 

 

____________________________________   ______________________   ____________________   _______________________  

Emergency Contact 1    Phone #   Alt. Phone #  Relationship 

 

____________________________________   ______________________   ____________________   _______________________  

Emergency Contact 2    Phone #   Alt. Phone #  Relationship 

 

Medical Information: (attach additional pages if necessary) 

 

____________________________________   ________________________________   ___________________________________  

Company Name     Policy #    Insured ID# 

 

____________________________________   ________________________________   _Yes_____No____________________ 

Current Doctor     Phone #    Immunization Current? 

 

I, the undersigned parent or guardian of the minor child listed above, do hereby authorize adult workers with the youth of the above named church to consent to 

any examination, x-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care which is rendered under supervision of any physician or surgeon 

licensed under the provisions of the Medical Practice Act on the medical staff of a licensed hospital, whether such diagnosis or treatment is rendered at the office 

of said physician or at said hospital. 

I do , hereby, expressly consent that my child may receive emergency medical treatment from any physician, hospital, or other medical center without the  

necessity of first notifying me, and do further agree to hold blameless any physician, hospital, or other medical center for rendering such services. 

 

__________________________________________________________    _________________________________________ 

Parent/Guardian Signature         Date 

Allergies/Reactions: (List below or write none) 

 

I give the leaders permission to administer the following 

over the counter drugs: 

(please check all that are allowed) 

Acetaminaphen 

Ibuprofen 

Naproxen 

Anti-nausea 

Anti-diarrhea 

Sudafed 

Benadryl 

Current Medications/Dosages: (List below or write none) 

 

Medical Conditions/Information to be aware of: (List below or write none) 

 

 


